concern, since YF vaccine is currently not included in the immunization schedule for children living outside the "endemic" area.
The last two years have witnessed a substantial increase in the sensitivity of YF surveillance (2) . This was partly due to active surveillance of epizootic events among non-human primates, a phenomenon that usually precedes the occurrence of human YF (3) . However, the registration of human cases still relies mostly on traditional forms and strict case definition. A suspected case is defined as "an acute febrile disease accompanied by jaundice and hemorrhagic manifestations in a person who lives in or has traveled to an affected area and who was not vaccinated against YF in the last ten years". Clearly, this definition does not work for the initial cases in a recently affected area. Also, it does not detect non-icteric and/or non-hemorrhagic patients, a situation that probably accounts for the great majority of cases. School with a hypothesis of fulminant viral hepatitis. He presented signs and symptoms similar to those of the first case, so that the AFIHS approach was also employed. YF was confirmed soon after his death. A summary of all other AFIHS cases, admitted to either of the teaching hospitals, is shown in Table 1 .
One should note that the first two cases would have had their diagnosis delayed (or even missed) without AFIHS syndromic surveillance. All subsequent hypotheses of YF were based on the knowledge of those experiences. Moreover, active examination of symptomatic individuals in the cities where the first cases occurred Our point is that hospital-based syndromic surveillance aided in the timely implementation of control measures and prevented new cases and deaths. Perhaps the surveillance of other syndromes, like encephalitis and acute respiratory illnesses, could further improve our detection of emerging and reemerging diseases. 
